Gender inequality, Health Rights and HIV/AIDs among women prisoners in Zimbabwe. by Pillay, N et al.
 
Pillay, N, Chimbga, D and Van Hout, MC




LJMU has developed LJMU Research Online for users to access the research output of the 
University more effectively. Copyright © and Moral Rights for the papers on this site are retained by 
the individual authors and/or other copyright owners. Users may download and/or print one copy of 
any article(s) in LJMU Research Online to facilitate their private study or for non-commercial research. 
You may not engage in further distribution of the material or use it for any profit-making activities or 
any commercial gain.
The version presented here may differ from the published version or from the version of the record. 
Please see the repository URL above for details on accessing the published version and note that 
access may require a subscription. 
For more information please contact researchonline@ljmu.ac.uk
http://researchonline.ljmu.ac.uk/
Citation (please note it is advisable to refer to the publisher’s version if you 
intend to cite from this work) 
Pillay, N, Chimbga, D and Van Hout, MC (2021) Gender inequality, Health 
Rights and HIV/AIDs among women prisoners in Zimbabwe. Health and 
Human Rights Journal, 23 (1). pp. 225-236. ISSN 1079-0969 
LJMU Research Online
J U N E  2 0 2 1    V O L U M E  2 3    N U M B E R  1   Health and Human Rights Journal 225 
Health and Human Rights Journal
HHr
HHR_final_logo_alone.indd   1 10/19/15   10:53 AM
Gender Inequality, Health Rights, and HIV/AIDS 
among Women Prisoners in Zimbabwe
nirmala pillay, dzimbabwe chimbga, and marie claire van hout
Abstract
Zimbabwe has successfully reduced its HIV prevalence rate and AIDS-related deaths in recent years, but 
women, particularly those who are in prison, remain at high risk. Poor prison conditions, discrimination, 
stigma, and the neglect of the sexual and reproductive health of women prisoners living with HIV 
result in poor health outcomes for women prisoners. Inadequate and inappropriate health provision in 
prison is a breach of their human rights and a public health problem. This paper analyzes the political 
commitment of Zimbabwe to address the underlying determinants of health by incorporating into its 
health laws and policies measures that promote the health rights of women prisoners living with HIV. 
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Introduction
Recent years have seen a notable increase in 
women prisoners in Sub-Saharan Africa.1 Prison 
conditions in this part of the world are conducive 
to the spread of infectious diseases such as HIV, 
tuberculosis, and COVID-19. Zimbabwean prisons 
are characterized by overcrowding, dated infra-
structure, insufficient and intermittent access to 
sanitation and hygiene, and inadequate nutrition, 
among other problems.2 Regional assessments and 
in-depth studies have indicated that despite women 
prisoners being a minority in a male-dominated 
prison environment, their health rights and those 
of their children who are incarcerated with them 
are poorly provided for, if not neglected altogether. 
Access to pediatric and gender-specific health care 
continues to be a challenge.3 
According to a 2018 briefing paper, “the dis-
parity between what is known and unknown about 
HIV in Zimbabwean prisons is alarming.”4 This is 
also true of other infectious diseases, such as tuber-
culosis, which have a longer history of prevalence 
in prisons and are closely associated with suscep-
tibility to HIV infection.5 Women prisoners are at 
risk of HIV/AIDS since they generally come from 
communities that suffer poverty, discrimination, 
marginalization, and social prejudice.6 The connec-
tion between susceptibility to certain diseases such 
as HIV/AIDS and the denial of basic rights (such as 
the rights to equality and nondiscrimination) and 
other underlying determinants of health creates 
an imperative for governments to give effect to in-
ternational human rights norms that help remove 
barriers to health. This paper analyzes the political 
commitment of Zimbabwe to address the underly-
ing determinants of health by incorporating into its 
health laws and policies measures that promote the 
health rights of women prisoners living with HIV. 
It centers on the “political epidemiology” of HIV/
AIDS in Zimbabwe—specifically the efforts of the 
Zimbabwean government to comply with interna-
tional norms that address the social determinants 
of health of women prisoners.7 
Zimbabwe is a low-income country, riven with 
civil unrest and hyperinflation, and home to more 
than one-third of the worlds’ population living 
with HIV. Yet, thanks to innovative measures and 
community-based HIV prevention measures, it 
has achieved considerable success in reducing the 
prevalence of HIV/AIDS among its population. A 
significant intervention was the National AIDS 
Trust Fund (AIDS Levy), set up to fund HIV pre-
vention and treatment.8 Between 1997 and 2013, the 
country achieved a dramatic reduction in HIV/
AIDS prevalence, from 29% to 15%.9 Changes in 
sexual behavior among young adults and the roll-
out of antiretroviral therapies have also helped. 
However, the benefits have not been evenly felt. 
Like other sub-Saharan countries, Zimbabwe has 
demonstrated gender-skewed infection rates, with 
women and adolescent girls most at risk of new 
infections and more vulnerable to HIV infection 
than males.10 Women prisoners in particular are 
especially at risk. Indeed, a 2014 World Health Or-
ganization (WHO) report predicted that half of all 
new adult HIV infections would be concentrated 
among key populations—men who have sex with 
men, sex workers, intravenous drug users, trans-
gender people, and prisoners.11 
 Globally, the number of people imprisoned 
and detained, including women, has grown sig-
nificantly, and prison occupancy in most countries 
exceeds 100%. Until recently, women prisoners 
worldwide were housed in prisons built for men 
with few facilities that catered to their needs.12 
In Zimbabwe, as of April 2019, the 46 main pris-
ons—with a capacity for 17,000 people—were 
accommodating 19,382 prisoners.13 Women make up 
1.8% of the country’s prison population.14 There are 
three women-only prisons (Chikurubi, Shurugwi, 
and Mlondolozi); the other prisons have a separate 
section for women. 
The prevalence of HIV/AIDS, tuberculosis, 
and hepatitis C is generally much higher in prisons 
than in the general population.15 HIV prevalence 
in prisons in Zimbabwe is estimated to be double 
that of the general population, and higher among 
women prisoners.16 The infection rate among male 
prisoners is 26.8%, compared to 39% among female 
inmates. According to the Zimbabwe Human 
Rights Commission, there are serious inadequacies 
in Zimbabwean prisons, including the poor con-
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dition of prison cells, inadequate access to health 
care, inadequate food supplies, poor diet, poor san-
itation, and poor hygiene.17 Crowded conditions are 
especially dangerous to women, as they increase 
their exposure to violence, sexual abuse, and preg-
nancy and childbirth while in prison. 
The “political epidemiology” of HIV/
AIDS18 
At a landmark colloquium in 1993, Jonathan Mann 
(who became the first director of the WHO Global 
Programme on AIDS), observed that “the critical 
relationship between societal discrimination and 
vulnerability to HIV, as well as other health prob-
lems, is the central insight gained from over a 
decade of global work.”19 According to Mann, it was 
the violation of fundamental rights that increased 
susceptibility to this disease. Rights to equality, 
freedom from discrimination, and basic subsistence 
were as indispensable to positive health outcomes 
as access to medical services and medicines. Mann 
is credited with the fact that “the promotion of 
human rights became a foundation of the global 
response to AIDS.”20 
In 1994, UNAIDS brought together 10 
co-sponsors (UNICEF, UNDP, UNFPA, UNESCO, 
the World Bank, ILO, UNODC, WFP, UNHCR, 
and UN Women) to coordinate the global response 
to the disease, thus highlighting the economic, 
social, and political determinants of HIV.21 Mini-
mizing the risk of HIV/AIDS requires far-reaching 
political measures to address the social and eco-
nomic determinants of health, prompting scholars 
to describe this as the political epidemiology of 
HIV/AIDS.22 Political epidemiology tracks the way 
that health is affected by laws, policies, and their 
implementation and how these might be reformed 
to produce better health results.23 
Poverty is the single-most significant factor 
in HIV infection in the developing world, with 
women representing a greater share of those living 
in poverty.24 The phrase “feminization of poverty” 
was coined to highlight this fact. While this is not 
a new concept, in the HIV/AIDS context it draws 
attention to the increasing numbers of women suc-
cumbing to poverty, increasing their risk of HIV/
AIDS and incarceration. Insufficient “access to 
resources, lack of political rights, and limited so-
cial options” creates fundamental inequalities and 
vulnerability to poverty and HIV/AIDS.25 Women 
lack the power to challenge the embedded discrim-
ination of social institutions, from the family to the 
state.26 In Zimbabwe, the disproportionate numbers 
of women infected with HIV has given rise to the 
“feminization of HIV/AIDS.” The factors creating 
this situation have been identified as “inadequate 
support infrastructure to women living with HIV, 
poverty, unfair gender role allocation, segregation 
and differentiation and the state of patriarchy.”27 
These issues cannot be resolved simply by targeting 
support to women; rather, they require addressing 
the rights to equality and nondiscrimination, which 
would result in substantive equality in health. This 
means that law and policies that address public 
health and HIV/AIDS need to be inclusive of the 
needs of women, including women prisoners, a 
constituency with little political influence to de-
mand improvements to their health conditions. 
Unfortunately, prisoners are often “demonised by 
the public,” meaning that there is little public or 
political interest in protecting prisoners’ right to 
health.28 
Furthermore, health policies in general do 
not sufficiently cater to women’s sexual and repro-
ductive health (SRH). In prisons, a lack of gender 
sensitivity leads to the different needs of women 
with regard to SRH—such as caring for infants and 
exposure to abuse and violence—being ignored.29 
Health care for women in prisons should comply 
with international human rights and recommenda-
tions on health care provision. States’ failure in this 
respect is a serious breach of women’s human rights 
and life-threatening for women living with HIV. 
The right to health, HIV/AIDS, and 
women’s health 
The WHO Constitution defines health positively 
as the “highest attainable standard of health for 
all.”30 A legal obligation to protect a right to health 
was created in 1966 by the International Covenant 
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on Economic, Social and Cultural Rights.31 How-
ever, the implementation of social, economic, and 
cultural rights was weakened by the covenant’s 
qualification that state parties must undertake to 
implement these rights only “to the maximum of 
[their] available resources, with a view to achieving 
progressively the full realization of the rights recog-
nized in the present Covenant.”32 The Committee 
on Economic, Social and Cultural Rights subse-
quently addressed the right to health and the health 
rights of women in General Comment 14, issued in 
2000, which requires states to monitor the progres-
sive realization of economic, social, and cultural 
rights and to implement a “core minimum” of each 
of these rights.33 The general comment shifted the 
responsibility for satisfying the “minimum” of core 
socioeconomic rights to the state. This implies that 
if the state ignores a certain right, it is that the state 
rather than the claimant that bears the burden of 
proof.34 
General Comment 14 introduced a “gendered 
dimension of the right to health” by taking into 
account differences between men and women with 
respect to biology, socioeconomic conditions, and 
situatedness in the home and in society.35 This is 
significant because scholars have pointed out that 
“there are critical gaps on normative standards re-
garding the human rights of women living with HIV 
in relation to SRH.”36 These gaps and other specific 
health requirements of women were identified and 
further highlighted by two crucial conferences held 
in the 1990s. The 1994 International Conference 
on Population and Development (ICPD) in Cairo 
and the 1995 Fourth World Conference on Wom-
en in Beijing created two programs that brought 
together human rights language, the underlying 
determinants of health, and women’s reproductive 
health.37 The ICPD Programme of Action empha-
sized the interdependence and indivisibility of 
civil and political rights and economic, social and 
cultural rights and successfully broadened women’s 
reproductive health to include the “rights to bodily 
integrity and security of person, to non-discrimi-
nation and equality between women and men, as 
well as socio- and economic rights.”38 The Beijing 
Platform for Action highlighted the impact of 
gender inequality, poor health services, nutrition, 
gender-based violence, sexually transmitted dis-
eases (including HIV), poverty, and powerlessness 
on women’s susceptibility to disease.39 Importantly, 
one of twelve critical areas prioritized by the Bei-
jing Platform for Action was the “feminization of 
poverty.”40 
General Comment 14 requires states to have 
a national health policy that includes “a detailed 
plan for realizing the right to health” that ensures 
“equal access for all persons, including prisoners 
and detainees…, to preventive, curative and pal-
liative health services.”41 For women, this includes 
interventions to promote SRH, counseling services 
for diseases such as HIV/AIDS, interventions 
to improve child and maternal health, family 
planning, pre- and postnatal care, emergency ob-
stetric services, and access to information. In the 
context of SHR, the health rights of women living 
with HIV should be informed by the principles of 
nondiscrimination, accessibility, informed deci-
sion-making, and accountability.42 
In Africa, the African Commission on Human 
and Peoples’ Rights has also taken steps to promote 
the health rights of women and to target the dispro-
portionate effect of HIV/AIDS on women. Its 2001 
resolution on HIV/AIDS, “Threat against Human 
Rights and Humanity,” made HIV/AIDS a human 
rights issue by linking the spread of the disease 
to discrimination and requiring governments to 
protect the rights of those living with HIV.43 Fur-
thermore, the Protocol to the African Charter on 
Human and Peoples’ Rights on the Rights of Wom-
en in Africa (Maputo Protocol) encourages states 
to enact legislation to remove practices that have 
a negative impact on women’s rights.44 Under this 
protocol, women’s sexual and reproductive health 
rights include the right to self-protection and the 
right to information about one’s health status and 
that of one’s partner, especially if the partner has 
a sexually transmitted infection such as HIV.45 Ad-
ditionally, health services should be accessible and 
include education and information programs.46 In 
two subsequent general comments, the commission 
n. pillay, d. chimbga, and m. c. van hout / general papers, 225-236
   J U N E  2 0 2 1    V O L U M E  2 3    N U M B E R  1   Health and Human Rights Journal 229
calls on states to implement, in the legislative and 
policy framework, provisions specific to the HIV/
AIDS status of women and women’s SRH rights.47 
In a more recent report, issued in 2018, the com-
mission again highlights concerns about the HIV/
AIDS epidemic in Africa, such as limited access to 
services for vulnerable people, including women.48 
The report identifies women and prisoners as being 
among the groups needing specific protection and 
access to HIV/AIDS treatment and health services.
Health rights under Zimbabwe’s legislative and 
policy framework 
Zimbabwean law does not include a health entitle-
ment that can be relied on by the general population 
(including women prisoners); however, the social 
determinants of health are recognized in the Zim-
babwean Constitution and in the country’s health 
strategies and plans.
The Constitution includes a Bill of Rights with 
several justiciable socioeconomic rights.49 Among 
these is the right to basic health care services, in-
cluding reproductive health care services, for all, 
including people living with chronic illness and 
anyone needing emergency medical treatment.50 
The Constitution also gives effect to General 
Comment 14’s aim to protect a “core minimum” of 
economic and social rights, such as the right to food 
and water; however, the state’s obligation extends 
to reasonable legislative and other measures within 
the limits of available resources, to achieve the pro-
gressive realization of the rights in this section. In 
the national objectives of the Constitution, which 
are not legally binding, the qualification is repeat-
ed—that the state’s measures to prevent disease will 
be “within the limits of the resources available to 
it.”51 This formulation dilutes both the right and the 
state’s obligation. It also weakens the public health 
commitment in the 2016–2020 National Health 
Strategy to align the Constitution of Zimbabwe, the 
government policy blueprint, and the Zimbabwe 
Agenda for Sustainable Socio-Economic Trans-
formation with international commitments not to 
divorce the living conditions of people from their 
health risks and status.52 
The Constitution also restricts access to 
treatment to citizens and permanent residents, the-
oretically leaving foreign women prisoners living 
with HIV no access to programs for the prevention 
of mother-to-child transmission or HIV/AIDS and 
related opportunistic infections.53 This policy is not 
in line with international standards—and a sim-
ilar policy in Botswana did not withstand a legal 
challenge before a domestic high court. In a 2014 
judgment, two Zimbabwe nationals incarcerated 
in Botswana won the right to receive highly active 
antiretroviral therapy, which is more effective than 
conventional treatments in treating HIV-related 
opportunistic infections.54 The claimants were ini-
tially left out of the treatment program on account 
of their foreign status. The court held that the right 
to life enshrined in the International Covenant on 
Civil and Political Rights encompasses the right to 
health in the International Covenant on Econom-
ic, Social and Cultural Rights.55 The “judgement 
emphasised the universality, indivisibility, inter-
dependence and interrelated nature of all human 
rights.”56 The court included in its reasoning public 
interest considerations: 
It can never be in the public interest nor can it ever 
be reasonably justified in a democratic society like 
ours that the provision of life-saving medication 
like highly active antiretroviral therapy is withheld 
with the ultimate result that the group of people so 
deprived becomes more infectious to others or die in 
our hands.57 
The state is responsible for the health of prisoners. 
If SRH services should be made available to foreign 
prisoners (for example, Zimbabwean nationals) in 
Botswana jails, it would be difficult to argue that 
withholding this treatment from foreign women 
prisoners in other African jails, including Zimba-
bwe’s, would not be a violation of the right to life. 
The 2018 Public Health Act of Zimbabwe seeks 
to align public health laws with the Constitution.58 
The preamble of the act states that its aims are “to 
provide for public health” and “for the conditions 
for improvement of the health and quality of life 
and the health care for all people in Zimbabwe”; 
respect for human rights; the adherence to rights 
and responsibilities; the promotion of justice, eq-
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uity, and gender equity; and “the best interests of 
vulnerable groups.”59 However, the act does not 
incorporate a rights-based framework consistent 
with the Constitution to protect health rights, to 
ensure health equality by addressing the specific 
health needs of women, or to include international 
law obligations for women with HIV/AIDS. It also 
does not address the rights of vulnerable groups 
such as prisoners. 
The Zimbabwean government has addressed 
HIV/AIDS through several national strategic 
plans. The second Zimbabwe National HIV and 
AIDS Strategic Plan (ZNASP II), for 2015–2018, 
included women prisoners among the groups most 
vulnerable to HIV/AIDS. The plan dealt with the 
elimination of mother-to-child transmission and 
made reference to the prevention of mother-to-
child transmission for women in prisons.60 The 
current plan, ZNASP III, for 2015–2020, adopts a 
rights-based approach. It focuses on key popula-
tions (such as prisoners, people with disabilities, 
youth, women, children, and others who may be 
socially excluded) to ensure the reduction of new 
infections.61 ZNASP III is committed to the elim-
ination of mother-to-child transmission to reduce 
maternal and child mortality rates.62 It “recognis-
es the human rights and non-discrimination of 
PLHIV” and notes that HIV/AIDS services must 
be gender sensitive across all key priority areas.63 
This includes the provision of comprehensive care, 
treatment, support, and follow-up for women living 
with HIV, their infants, and their family (including 
male partners). ZNASP III also recognizes that 
prisoners are a key population group vulnerable to 
infection and allows for informal lobby groups for 
prevention activities to address HIV/AIDS preven-
tion and education in prisons.64 However, a serious 
omission in ZNASP III is its failure to address the 
health needs of women prisoners living with HIV. 
Even when prisoners as a group are specifically ad-
dressed, the SRH of women prisoners are ignored. 
Unlike ZNASP II and III, the 2016–2020 Na-
tional Health Strategy does not address the issue 
of HIV/AIDS in prisons. Although women are 
mentioned in the strategy, the neglect of prisoners 
generally and women prisoners specifically shows 
the failure of the strategy to adopt an intersectional 
approach. 
Nondiscrimination provisions in 
international and regional law
Nondiscrimination and equality provisions in in-
ternational and regional treaties provide the basis 
for state parties to eliminate health-related dis-
crimination against women living with HIV and, 
by extension, women prisoners living with HIV. 
Formal equality between men and women en-
shrined in international human rights law does not 
result in substantial equality in health, since the lat-
ter necessitates differential and appropriate health 
provisions that take into account women’s SRH.65 
The Convention on the Elimination of All Forms 
of Discrimination against Women (CEDAW) ad-
dresses some of the legislative measures needed 
to ensure substantive health equality for women.66 
CEDAW’s article 12, on the right to health, includes 
SRH; family planning services; services relating to 
pregnancy, confinement, and the postnatal peri-
od; and adequate nutrition during pregnancy and 
lactation.
CEDAW includes elements of both civil and 
political and economic, social, and cultural rights 
for women. By and large, the treaty retains the dis-
tinction between the two. Civil and political rights 
are immediately effective, while economic, social, 
and cultural rights are to be progressively realized 
within the “maximum available resources.”67 This 
weakens states’ obligations to prioritize gender-ap-
propriate health measures for women. However, 
two further recommendations by the Committee 
on the Elimination of Discrimination against 
Women clarify the duties of states with regard to 
the health of women living with HIV. General Rec-
ommendation 15 requires state parties reporting on 
health rights to explain the actions taken to stop 
discrimination against women living with HIV 
and to provide for their health needs. States’ reports 
should include measures taken to address both bio-
logical and socioeconomic issues affecting women’s 
health, including menstruation, reproductive func-
tion and menopause, risk of exposure to sexually 
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transmitted infections, the subordinate position 
of women in the home and workplace, women’s 
nutrition and health, gender-based violence, early 
pregnancy, and genital mutilation.68
Meanwhile, General Recommendation 24 
affirms that access to health care, including SRH, 
is a basic right of women, and it includes the issues 
of HIV/AIDS and other sexually transmitted infec-
tions within the scope of the right to sexual health.69 
Significantly, the recommendation requires that a 
“gender perspective” be mainstreamed into all pol-
icies and programs affecting women’s health and 
emphasizes the needs of women who are vulnerable 
and disadvantaged.70
The Maputo Protocol also takes a robust ap-
proach to health equality to address the high HIV 
prevalence among African women. Article 1 states 
that “any form of distinction, exclusion, or restric-
tion or any differential treatment based on sex and 
whose objectives or effects compromise or destroy 
the recognition, enjoyment or the exercise by wom-
en in all spheres of life.”71 Moreover, the African 
Commission has published two general comments 
providing a much-needed level of specificity for 
states’ obligations regarding women’s health. Gen-
eral Comments 1 and 2 oblige states to address 
the roots of discrimination, social inequality, and 
gender stereotypes; to examine the role and reach 
of educational and information programs to make 
women aware of their health rights; and to address 
health issues specific to SRH.72
Nondiscrimination and equality under 
Zimbabwe’s legislative and policy framework 
The Constitution of Zimbabwe includes an equal-
ity right for women similar to those enshrined in 
the International Covenant on Civil and Political 
Rights and the African Charter.73 It prohibits laws, 
customs, traditions, and cultural practices that 
infringe on the rights of women.74 As mentioned 
earlier, the Constitution mentions SRH only for 
citizens and permanent residents of Zimbabwe. 
However, no secondary legislation has been enact-
ed to implement the provisions of the Constitution, 
the Maputo Protocol, or the African Commission’s 
general comments, creating serious difficulties for 
women prisoners, who are in a weaker position to 
demand health services adequate to their needs. 
Health rights in prison and the health 
needs of women prisoners living with HIV
Treating HIV/AIDS in prisons has proved prom-
ising, but the rollout of antiretroviral therapies for 
persons living with HIV faces barriers in prison 
settings.75 Prisons are not well resourced to provide 
complete treatments for anti-tubercular therapy or 
antiretroviral therapy for inmates with HIV-as-
sociated tuberculosis.76 Gaps in the treatment 
regime for HIV can lead to resistance to first-line 
medications, making treatment more difficult and 
expensive in the long term.77 Also, antiretroviral 
therapies are unlikely to produce expected health 
outcomes if the health of prisoners is compromised 
by “poor nutrition, substandard prison conditions 
and violence,” as is the case in Zimbabwe.78 
Frequently, inmates do not know their HIV 
status, and their health issues remain undiagnosed. 
Therefore, prison health screening upon entry is 
indispensable for effective treatment. However, 
inmates, even if aware of their HIV status, are often 
unwilling to disclose it for fear of discrimination by 
other inmates and prison authorities.79 Even though 
prisons might be the only point of access to health 
services for many detainees, prisons are often not 
trusted to carry out non-coercive testing programs, 
get consent for testing, respect confidentiality, or 
keep proper records. This is not to underestimate 
the difficulties inherent in the ethics of treatment. 
For example, informed consent assumes that the 
detainee has a comprehension capacity to under-
stand the social and medical implications of testing 
positive for HIV, but the capacity for comprehen-
sion among incarcerated populations generally, is 
often diminished “due to low literacy, mental ill-
ness, substance abuse and other factors.”80 
Few international standards seeking to pro-
tect the human rights of prisoners are binding, but 
they do set minimum requirements.81 Key among 
these instruments are the United Nations Standard 
Minimum Rules for the Treatment of Prisoners, 
which address the accessibility of health care; pa-
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tients’ rights and medical ethics; proper medical 
services from qualified staff; and the duty of the 
prison authorities to undertake inspections that 
ensure nutrition, hygiene and cleanliness.82 Other 
instruments include the WHO Guidelines on HIV 
Infection and AIDS in Prisons and the International 
Guidelines on HIV/AIDS and Human Rights, which 
were developed to stop the spread of infectious dis-
eases in prisons.83 In 2010, the United Nations issued 
a supplement to the aforementioned Standard Min-
imum Rules, entitled the United Nations Rules for 
the Treatment of Women Prisoners and Non-cus-
todial Measures for Women (Bangkok Rules), 
detailing the health needs of women prisoners and 
women living with HIV.84 These rules prescribe 
differential health provision for women pertaining 
specifically to SRH.85 In addition, the health screen-
ing of women prisoners should include (voluntarily) 
the patient’s reproductive history; drug dependen-
cy; and any previous sexual abuse or violence she 
may have suffered.86 To stop the abuse of women 
prisoners, the rules prescribe proper, independent 
investigative processes and redress.87 They also ad-
dress HIV/AIDS, the prevention of mother-to-child 
transmission, and preventative measures for sexu-
ally transmitted infections. Aware of the stigma 
that HIV carries—which might prevent detainees 
from seeking treatment—the rules require that 
training for prison staff include gender and human 
rights.88 
Finally, at the regional level, the Southern 
African Development Community has developed 
the Minimum Standards for HIV and AIDS, TB, 
Hepatitis B and C, and Sexually Transmitted Infec-
tions Prevention, Treatment, Care and Support in 
Prisons in the SADC Region, which require a polit-
ical commitment to ensure that prisoners’ health is 
comparable to that of the general population and 
to implement national AIDS programs in prisons.89 
These standards include references to the abuse of 
women in prisons and the need to investigate and 
address claims of abuse.90 
Health rights in prison and the health needs of 
women prisoners living with HIV in Zimbabwe
Zimbabwe provides for the health of prisoners in 
the Prisons Act 2018 and the Ancillary Prisons 
Regulations 2011.91 The treatment and health of 
prisoners is mainly in the hands of a medical offi-
cer appointed at the discretion of the minister for 
prisons and correctional services, whose role is to 
oversee the health of prisoners and report on the 
treatment of prisoners that might require consider-
ation on medical or health grounds.92 The Prisons 
Act does not prioritize the health of prisoners or the 
conditions in prison that have an impact on health. 
No mention is made of the health requirements of 
women prisoners. Indeed, international and re-
gional guidelines on prisoners’ health and rights do 
not seem to have found their way into Zimbabwean 
legislation. The regulation dealing with HIV/AIDS 
is the National Aids Council of Zimbabwe Act, 
which established the National AIDS Council to 
administer and coordinate the national response to 
combat HIV/AIDS.93 There is nothing else in Zim-
babwean legislation that deals with HIV/AIDS and 
related aspects in prisons. 
The absence of legislation that might cover the 
health of prisoners and SHR for women prisoners 
means that there is weak protection for women 
prisoners affected by HIV/AIDS. However, women 
prisoners might have an alternative legal avenue in 
the Zimbabwe Human Rights Commission, as this 
body is tasked with overseeing the promotion, pro-
tection, and fulfilment of human rights. Through 
its Monitoring and Inspections Unit, the commis-
sion has the authority to inspect the conditions of 
prisoners and all detainees, including refugees, and 
make recommendations concerning human rights 
standards in places of detention.94 The commission 
benchmarks its observations against constitutional 
provisions on the right of detained persons to be 
treated humanely; the Prisons Act; and internation-
al law provisions (such as the prohibition of torture 
and degrading treatment or punishment, and the 
right to food and water). As an independent body, 
the Zimbabwe Human Rights Commission can 
shine a light on the health conditions and needs of 
women prisoners living with HIV. Unfortunate-
ly, the commission’s powers, when the rights of 
detainees are violated, is restricted to making rec-
ommendations; therefore, its authority to protect 
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the health rights of women prisoners living with 
HIV is not very strong. 
Conclusion 
The global effort to reduce HIV/AIDS has been 
successful: the world has seen a 35% decline in 
HIV-related deaths and a 38% decrease in new HIV 
infections since its peak in 1998.95 The recognition 
that HIV is more lethal to poor and marginalized 
communities has encouraged the United Nation 
and regional bodies to develop standards and 
practical guidance on how to respond to the health 
needs of women prisoners living with HIV. From 
the 1990s onward, health entitlements for women 
have included SHR, gender inequality, and access 
to specialized services in health.96 
Unfortunately, as evidenced by our analysis of 
Zimbabwe’s legal framework,
these developments have not resulted in a sig-
nificant shift in the country’s laws to prioritize the 
health rights of women and the protection of wom-
en prisoners living with HIV. Zimbabwe has made 
an effort to adopt a “human rights, evidence and 
results-based approach” in its national HIV/AIDS 
response. This national strategy recognizes that the 
“fulfilment of human rights can only be achieved if 
there are adequate and relevant policies and legis-
lation that enhance universal access to HIV/AIDS, 
and health services, gender equality and sensitivity 
of response, reduction of stigma and discrimina-
tion in all settings.” Further, it aligns with national, 
regional, and international policy frameworks on 
the attainment of universal health care.97 However, 
this strategy has not translated into provisions that 
are legally enforceable. 
The enactment of the Public Health Act in 
2018 provided an opportunity for the government 
to align the law with the 2013 Constitution, which 
enshrines a right to health. The act gives effect to 
the Constitution to protect, improve, and maintain 
the health of the population, including by prevent-
ing the spread of infectious diseases.98 However, the 
act fails to provide stronger rights-based language 
related to health rights, particularly clauses relating 
to the prevention and containment of HIV among 
women in prisons. Given the obvious and unique 
challenge of high numbers of people living with 
HIV in the country, it would have been desirable 
to have specific and robust provisions to address 
this pandemic. In addition, it is difficult for the 
Ministry of Health and Child Care to give effect 
to disease prevention provisions of the act at the 
administrative and operational level given the thin 
budget allocations in this regard. 
In general, the health strategies adopted by 
Zimbabwe purport to take a human rights-based 
approach to HIV/AIDS and gender inequality, 
which is fundamental to preventing new infections. 
However, this approach needs broadening out to 
include prisons if it is to directly address women 
prisoners living with HIV.99 So far, only one of the 
country’s national strategies specifically mentions 
prisoners as a vulnerable group. Also, it is neces-
sary to track the prevalence and incidence of HIV/
AIDS in prisons, especially among women prison-
ers, so that the reach and effectiveness of national 
health strategies can be evaluated for its impact on 
this marginalized population. These gaps in Zim-
babwe’s health laws and policies regarding the SRH 
of women has an adverse impact on the health of 
women prisoners living with HIV. 
Acknowledgments
This research was funded by a joint Medical Re-
search Council and Arts and Humanities Research 
Council (MRC/AHRC) grant (no. MC_PC_MR/
R024278/1) and a BA Leverhulme Small Grant 
Scheme (no. SRG 18R1\181244).
References
1.  R. Walmsley, World female imprisonment list (Lon-
don: London International Centre for Prison Studies, 2006), 
p. 13. 
2.  Ibid. See also M. C. van Hout, “Health rights of prison 
staff and the bridge between prison and public health in 
Africa,” Public Health (2020), p. 185; M. C. van Hout, “Prison 
staff exposure to pathogenic disease and occupational health 
research in African prisons: A neglected area,” Journal of 
Sustainable Development: Africa 22/1 (2020), pp. 166–171. 
3.  M. C. van Hout and R. Mhlanga-Gunda, “Mankind 
owes to the child the best that it has to give: Prison condi-
n. pillay, d. chimbga, and m. c. van hout / general papers, 225-236
234
J U N E  2 0 2 1    V O L U M E  2 3    N U M B E R  1   Health and Human Rights Journal
tions and the health situation and rights of circumstantial 
children incarcerated in Sub-Saharan African prisons,” 
BMC International Health and Human Rights 19 (2019); S. M. 
Topp, C. N. Moonga, C. Mudenda, et al., “Health and health 
care access among Zambia’s female prisoners: A health 
systems analysis,” International Journal for Equity in Health 
15/1 (2016); K. W. Todrys and J. J. Amon, “Health and human 
rights of women imprisoned in Zambia,” BMC International 
Health and Human Rights 11/1 (2011), p. 8.
4.  F. Machingura, G. Mhlanga, T. Magure, et al., 
“Sentenced and locked away, HIV/AIDs in Zimbabwean 
prisons,” briefing paper, University of Manchester Global 
Development (2018), p. 1.
5.  L. Telisinghe, S. Charalambous, S. M. Topp, et al., 
“HIV and tuberculosis in prisons in Sub-Saharan Africa,” 
Lancet 388/10050 (2016), pp. 1215–1227.
6.  P. Piot, AIDS: Between science and politics (New York: 
Columbia University Press, 2015), p. 45. 
7.  J. J. Amon, “The political epidemiology of HIV,” Jour-
nal of International AIDS Society 17/1 (2014).
8.  N. Bhat, P. H. Kilmarx, F. Dube, et al., “Zimbabwe’s 
national AIDS levy: A case study,” Journal of Social Aspects 
of HIV/AIDS 13/1 (2016), pp. 1–7. 
9.  Piot (see note 6), pp. 1, 31. See also Gregson, E. Gonese, 
T. B. Hallett, et al., “HIV decline in Zimbabwe due to 
reductions in risky sex? Evidence from a comprehensive epi-
demiological review,” International Journal of Epidemiology 
39 (2010), pp. 1311–1323. 
10.  S. M. Kang’ethe and G. Chikono, “Exploring femi-
nization of HIV/AIDs in Zimbabwe: A literature review,” 
Journal of Human Ecology 47/2 (2014), p. 139. See also UN-
AIDS, 2006 report on the global AIDS epidemic: A UNAIDS 
10th anniversary special edition (Geneva: UNAIDS, 2006).
11.  United Nations General Assembly, Declaration of 
Commitment on HIV/AIDS, G.A. Res. S-26/2, UN Doc. A/
RES/S-26/2 (2001). 
12.  B. J. van den Berg, A. Gaherer, A. Fraser, et al., “Im-
prisonment and women’s health: Concerns about gender 
sensitivity, human rights and public health,” Bulletin of the 
World Health Organization 89 (2011), p. 690. 
13.  See World Prison Brief, Zimbabwe. Available at 
https://www.prisonstudies.org/country/zimbabwe. 
14.  Ibid.
15.  L. S. Rubenstein, J. J. Amon, M. McLemore, et al., 
“HIV, prisoners, and human rights,” Lancet 388 (2016), 
pp. 1202–1214. See also R. Mhlanga-Gunda, S. Kewley, N. 
Chivandikwa, et al., “Prison conditions and standards of 
health care for women and their children incarcerated 
in Zimbabwean prisons,” International Journal of Prison 
Health (2020); van Hout and Mhlanga-Gunda (see note 3); 
M. C. van Hout and R. Mhlanga-Gunda, “Contemporary 
women prisoners’ health experiences, unique prison health 
care needs and health care outcomes in Sub Saharan Africa: 
A scoping review of extant literature,” BMC International 
Health and Human Rights 18/1 (2018), p. 31.
16.  US State Department, Country reports on human 
rights practices for 2015 (2016). Available at https://2009-2017.
state.gov/j/drl/rls/hrrpt/humanrightsreport//index.html.
17.  J. Alexander, “Death and disease in Zimbabwe’s 
prisons,” Lancet 373/9668 (2009), p. e6; Ministry of Health 
and Child Care and National AIDS Council, The national 
health strategy for Zimbabwe 2016–2020: Equity and quality 
in health; Leaving no one behind (2016); Zimbabwe Prison 
Service, Assessment of HIV prevalence and risk behaviours 
among the prison population in Zimbabwe (Harare: National 
AIDS Council and United Nations Office on Drugs and 
Crime, 2011); Zimbabwe Human Rights NGO Forum, Rights 
behind bars: A study of prison conditions in Zimbabwe 2018 
(Harare: Zimbabwe Human Rights NGO Forum, 2018); 
Zimbawe National Statistics Agency, Zimbabwe demograph-
ic and health survey 2015: Final report (2016). 
18.  See Amon (see note 7). 
19.  M. F. Goldsmith, “Health and human, rights insep-
arable,” Journal of the American Medical Association 270/5 
(1993). 
20.  Piot (see note 6), p. 56.
21.  D. Sridhar, “Coordinating the UN system: Lessons 
from UNAIDS; A commentary on Mackey,” Social Science 
and Medicine 76 (2013), p. 21.
22.  See also Rubenstein et al. (see note 15); UNAIDS, 
Guidance note: Key programs to reduce stigma and dis-
crimination and increase access to justice in national HIV 
responses (Geneva: UNAIDS, 2012).
23.  Rubenstein et al. (see note 15). 
24.  See S. Chant, “The ‘feminisation of poverty’ and the 
‘feminisation’ of anti-poverty programmes: Room for revi-
sion?,” Journal of Development Studies 44 (2008).
25.  B. Rodenberg, “Gender and poverty reduction: 
New conceptual approaches in international development 
co-operation,” Working Paper 4/2004 (Bonn: German De-
velopment Institute, 2004), p. 5.
26.  C. Sweetman (ed), Gender and Millennium Develop-
ment Goals (Oxford: Oxfam, 2005), p. 2.
27.  S. M. Kang’ethe and Memory Munzara, “Exploring 
an inextricable relationship between feminisation of poverty 
and feminisation of HIV/AIDS in Zimbabwe,” Journal of 
Human Ecology 47/1 (2014), pp. 17–26.
28.  J. Mariner and R. Schleifer, “The right to health in 
prison,” in Jose M. Zuniga, Steven P. Marks, Lawrence O. 
Gostin (eds), Advancing the human right to health (Oxford: 
Oxford University Press, 2013), pp. 291–304.
29.  van den Berg et al. (see note 12), p. 689.
30.  Universal Declaration of Human Rights, G.A. Res. 
217A (III) (1948), art. 25(1); Constitution of the World Health 
Organization (1946). 
31.  International Covenant on Economic, Social and Cul-
tural Rights, G.A. Res. 2200A (XXI) (1966), art. 12.
32.  Ibid., art. 2.
n. pillay, d. chimbga, and m. c. van hout / general papers, 225-236
   J U N E  2 0 2 1    V O L U M E  2 3    N U M B E R  1   Health and Human Rights Journal 235
33.  Committee on Economic, Social and Cultural Rights, 
General Comment No. 14, The Right to the Highest Attain-
able Standard of Health, UN Doc. E/C.12/2000/4 (2000).
34.  K. G. Young, “The minimum core of economic and 
social rights: A concept in search of content,” Yale Interna-
tional Law Journal 33 (2008), pp. 123, 124.
35.  A. E. Yamin, “Women’s health and human rights: 
Struggles to engender social transformation,” in J. M. Zuni-
ga, S. P. Marks, and L. O. Gostin (eds), Advancing the human 
right to health (Oxford: Oxford University Press, 2013), pp. 
275–290. 
36.  R. Khosla, N. Van Belle, and M. Temmerman, “Ad-
vancing the sexual and reproductive health and human 
rights of women living with HIV: A review of UN, regional 
and national human rights norms and standards,” Journal of 
International AIDS Society 18/suppl 5 (2015), p. 1. 
37.  United Nations, International Conference on Popu-
lation and Development, Programme of Action, UN Doc. 
A/CONF.171/13 (1994); United Nations, Fourth World Con-
ference on Women, Beijing Declaration and Platform for 
Action, UN Doc. A/CONF.177/20 (1995).
38.  United Nations (1994, see note 37), para. 7.4. See also 
Yamin (note 35), p. 281.
39.  United Nations (1994, see note 37), para. 89.
40.  M. Medeiros and J. Costa, “Poverty among women 
in Latin America: Feminisation or over-representation?,” 
Working Paper No. 20 (Brasilia: International Poverty Cen-
tre, 2006), p. 3.
41. Committee on Economic, Social and Cultural Rights 
paras 36 and 33. See also Young (note 34).
42.  Khosla et al. (see note 36), p. 3.
43.  African Commission on Human and Peoples’ Rights, 
Threat against Human Rights and Humanity, ACHPR/
Res.53 (XXIX)01 (2001).
44.  Protocol to the African Charter on Human and 
Peoples’ Rights on the Rights of Women in Africa (Maputo 
Protocol), OAU Doc. CAB/LEG/66.6 (2003), art. 5.
45.  Ibid., art. 14(1)(d)–(e).
46.  Ibid., art. 14(2)(a). 
47.  African Commission on Human and Peoples’ Rights, 
General Comment No. 1 on Article 14 (1), (d) and (e) of the 
Protocol to the African Charter on Human and Peoples’ 
Rights on the Rights of Women in Africa (2012); African 
Commission on Human and Peoples’ Rights, General Com-
ment No. 2 on Article 14.1 (a), (b), (c) and (f) and Article 14.2 
(a) and (c) of the Protocol to the African Charter on Human 
and Peoples’ Rights on the Rights of Women in Africa (2014).
48.  African Commission on Human and Peoples’ Rights, 
HIV, the law and human rights in the African human rights 
system: Key challenges and opportunities for rights-based 
responses (Banjul: African Union, 2018). 
49.  Constitution of Zimbabwe (2013), ch. 4.
50.  Ibid., sec. 76.
51.  Ibid., sec. 29.
52.  Zimbabwe agenda for sustainable socio-economic 
transformation 2013–2018. Available at http://www.veri-
taszim.net/node/930.
53.  Constitution of Zimbabwe (2013), sec. 76(1).
54.  Botswana High Court in Gaborone, Dickson Tape-
la and 2 Others v. Attorney General and 2 Others [2014] 
MAHGB-000057-14. 
55.  K. A. Acheampong, “Human dignity and the human 
rights of Botswana prisoners of foreign origin living with 
HIV/AIDS,” Nordic Journal of Human Rights 35 (2017) p. 131.
56.  Ibid. 
57.  Dickson Tapela and 2 Others v. Attorney General and 
2 Others (see note 54), p. 41. 
58.  Republic of Zimbabwe, Public Health Act (2018), sec. 
30. 
59.  Ibid., sec. 30(1)(a)–(c). 
60.  Republic of Zimbabwe, Zimbabwe National HIV and 
AIDS Strategic Plan 2015–2018, sec. 3.1.2.
61.  Republic of Zimbabwe, Extended Zimbabwe National 
HIV and AIDS Strategic Plan 2015–2020, sec. 3.5.3.
62.  Ibid., sec. 4.4.
63.  Ibid., sec. 3.5.7.
64.  Ibid., sec. 4.10.1.
65.  Universal Declaration of Human Rights, G.A. Res. 
217A (III) (1948), art. 7; International Covenant on Civil 
and Political Rights, G.A. Res. 2200A (XXI) (1966), art. 3; 
International Covenant on Economic, Social and Cultural 
Rights, G.A. Res. 2200A (XXI) (1966), art. 26. 
66.  International Convention on the Elimination of All 
Forms of Discrimination against Women, G.A. Res. 34/180 
(1979). 
67.  Yamin (see note 35), p. 279.
68.  Committee on the Elimination of Discrimina-
tion against Women, General Recommendation No. 15: 
Avoidance of Discrimination against Women in National 
Strategies for the Prevention and Control of Acquired Im-
munodeficiency Syndrome (AIDS), UN Doc. A/45/38 (1990). 
69.  Committee on the Elimination of Discrimination 
against Women, General Recommendation No. 24: Ar-
ticle 12 of the Convention (Women and Health), UN Doc. 
A/54/38/Rev.1 (1999), para. 18.
70.  Ibid., paras. 6, 31(a).
71.  Maputo Protocol (see note 44).
72.  African Commission on Human and Peoples’ Rights 
(2012, see note 46); African Commission on Human and 
Peoples’ Rights (2014, see note 46).
73.  Constitution of Zimbabwe (2013), sec. 80(1).
74.  Ibid., sec. 80(3).
75.  Rubenstein et al. (see note 15), p. 1207.
76.  D. T. Ndlovu and C. J. Hoffmann, “Including the 
criminal justice‐involved at the HIV policy, research and 
service delivery table,” Journal of the International AIDS 
Society 21/6 (2018), p. 2
77.  Ibid. See also W. Sambisa, S. Curtis, and V. Mish-
n. pillay, d. chimbga, and m. c. van hout / general papers, 225-236
236
J U N E  2 0 2 1    V O L U M E  2 3    N U M B E R  1   Health and Human Rights Journal
ra, “AIDS stigma as an obstacle to uptake of HIV testing: 
Evidence from a Zimbabwean national population-based 
survey,” AIDS Care 22/2 (2010), pp. 170–186.
78.  Rubenstein et al. (see note 15).
79.  S. E. Wakeman and J. D. Rich, “HIV treatment in 
US prisons,” HIV Therapy 4 (2010), pp. 505–510. See also R. 
Feldman and C. Maposhere, “Safer sex and reproductive 
choice: Findings from ‘Positive Women: Voices and Choices’ 
in Zimbabwe,” Reproductive Health Matters 11/22 (2003), 
pp.162–173. 
80.  D. W. Seal, G. D. Eldridge, B. Zack, et al., “HIV testing 
and treatment with correctional populations: People, not 
prisoners,” Journal of Health Care for the Poor and Under-
served 21 (2010), p. 985. 
81.  See Body of Principles for the Protection of All Per-
sons under Any Form of Detention or Imprisonment, G.A. 
Res. 43/173 (1988); Optional Protocol to the Convention 
against Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment, G.A. Res. 57/199 (2003); Interna-
tional Council of Prison Medical Services, Oath of Athens 
(1979); Principles of Medical Ethics relevant to the Role of 
Health Personnel, particularly Physicians, in the Protection 
of Prisoners and Detainees against Torture and Other Cru-
el, Inhuman or Degrading Treatment or Punishment, G.A. 
Res. 37/194 (1982); United Nations General Assembly, Basic 
Principles for the Treatment of Prisoners, G.A. Res. 45/111 
(1990); United Nations General Assembly, Human Rights in 
the Administration of Justice, G.A. Res. 58/183 (2003).
82.  United Nations General Assembly, United Nations 
Standard Minimum Rules for the Treatment of Prisoners, 
G.A. Res. 70/175 (2016), rules 24(1), 25(2), 27(2), 32, 35, 83(1).
83.  World Health Organization, WHO guidelines on HIV 
infection and AIDS in prisons (Geneva: World Health Orga-
nization, 1993); UNAIDS, International guidelines on HIV/
AIDS and human rights: 2006 consolidated version (Geneva: 
UNAIDS, 2006).
84.  United Nations General Assembly, United Nations 
Rules for the Treatment of Women Prisoners and Non-cus-
todial Measures for Women Offenders, G.A. Res. 65/229 
(2011).
85.  Ibid., rules 5, 10.
86.  Ibid., rules 6, 8.
87.  Ibid., rules 25, 31.
88.  Ibid., rules 14, 17, 34.
89.  Southern African Development Community, Mini-
mum standards for HIV and AIDS, TB, hepatitis B and C, 
and sexually transmitted infections prevention, treatment, 
care and support in prisons in the SADC region (Gaborone: 
Southern African Development Community, 2011).
90.  Ibid., sec. 6.4.
91.  Republic of Zimbabwe, Prisons Act (2018); Republic 
of Zimbabwe, Prisons (General) (Amendment) Regulations 
(2011)
92.  Prisons Act (see note 91), secs. 36(1), 37(1)–(2). 
93.  Republic of Zimbabwe, National Aids Council of Zim-
babwe Act (1999).
94.  Constitution of Zimbabwe (2013), sec. 243(k).
95.  S. El Feki, T. Avafia, T. Martins Fidalgo, et al., “The 
Global Commission on HIV and the Law: Recommenda-
tions for legal reform to promote sexual and reproductive 
health and rights,” Reproductive Health Matters 22/44 (2014), 
p. 126. 
96.  P. Hunt, “Missed opportunities: Human rights and 
the Commission on the Social Determinants of Health,” 
Global Health Promotion 16/1 Suppl (2009), p. 37. 
97.  See UNAIDS, Fast-track: Ending the AIDS epi-
demic by 2030 (Geneva: UNAIDS, 2014); World Health 
Organization, Sustainable Development Goal 3. Available 
at https://www.who.int/health-topics/sustainable-devel-
opment-goals#tab=tab_1; African Summit on HIV/AIDS 
Tuberculosis and Other Related Infectious Diseases, Abuja 
Declaration, OAU/SPS/ABUJA/3 (2001).
98.  Public Health Act (see note 58), sec. 3(1)(g). 
99.  S. Polonsky, S. Kerr, B. Harris, et al., “HIV pre-
vention in prisons and jails: Obstacles and opportunities,” 
Public Health Reports 109/5 (1994), pp. 615–625. See also 
World Health Organization, Global strategy for women’s, 
children’s and adolescent’s health (2016–2030) (Geneva: 
World Health Organization, 2019); Every Woman, Every, 
Child, Progress in partnership: 2017 progress report (Geneva: 
World Health Organization, 2017).
